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 Y 000 Initial Comments  Y 000

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigations, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state, or local laws.

This Statement of Deficiencies was generated as 

a result of a bed increase survey conducted in 

your facility on 1/27/09.  This State Licensure 

survey was conducted by the authority of NRS 

449.150, Powers of the Health Division.

The facility is licensed for six Residential Facility 

for Group beds for elderly and disabled persons, 

Category II residents. The census at the time of 

the survey was six. The facility submitted a 

request to increase their licensed beds from six 

to eight, but met the requirements for only seven 

beds.

 

The following deficiencies were also identified:

 Y 271

SS=D
449.2175(2) Service of Food - Seating

NAC 449.2175

2. Tables and chairs must be  of proper height 

and of sufficient number to provide seating for the 

number of residents authorized for the facility.  

They must be sturdy and have easily washable 

surfaces.  Chairs must be constructed so that 

they do not overturn easily.

This Regulation  is not met as evidenced by:

 Y 271

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 Y 271Continued From page 1 Y 271

This Regulation  is not met as evidenced by:

Based on observation and interview on 1/27/09, 

the facility's dining room table did not allow 

enough seating area for an increase from six to 

seven residents.

Severity: 2  Scope: 1

 Y 355

SS=F
449.222(5) Bathrooms and Toilet Facilities

NAC 449.222

5. Provision must be made for privacy in all 

bathrooms and toilet facilities in rooms intended 

for use for more than one person.

This Regulation  is not met as evidenced by:

 Y 355

Based on observation on 1/27/09, the facility 

failed to ensure a provision for privacy was 

provided for 3 of 3 residents who resided in the 

master bedroom and used the master bathroom.

Severity: 2  Scope: 3

 Y 370

SS=G
449.224(1) Housing for Staff Members

NAC 449.224

1. Bedrooms must be provided for any members 

of the staff of a residential facility and their 

families who live at a residential facility.  The 

bedrooms must comply with the provisions of 

subsections 2 to 8, inclusive, of NAC 449.218 

and the provisions of NAC 449.220 and 449.221.

 Y 370

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 Y 370Continued From page 2 Y 370

This Regulation  is not met as evidenced by:

Based on observation and interview on 1/27/09, 

the facility failed to ensure the bedroom for the 

caregiver met the requirements of NAC 

449.218(2).

Findings include:

The facility requested a bed increase from six to 

eight resident beds.  The owner reported she and 

her husband lived at the facility and she was 

converting her and her husband's bedroom 

(bedroom #5) into a room for the eighth resident.  

The owner reported she put a twin-bed in the 

master bedroom closet in resident bedroom #1 

and would be using the closet as her bedroom.  

She stated she or her husband would take turns 

spending the night in the closet while the other 

would stay at her children's house down the 

street.  

The following problems were identified:

- The master bedroom closet did not have a 

window to the outside.

- The owner and her husband would have to go 

through a resident's room to enter the closet 

(violation of NAC 449.221(1).

- The master bedroom was occupied by three 

women, so the husband would be sleeping in the 

same area as the women.

- A stand alone wardrobe was added to the 

bedroom to hold resident clothes that had been in 

the master closet.  The stand alone wardrobe 

was placed in front of a door that lead from the 

bedroom to the backyard.

The owner was informed the closet could not be 

used as a caregiver bedroom.  The owner 

reported she would move her bed back into 

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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bedroom #5 and remove the stand alone 

wardrobe from the master bedroom.

Severity: 3  Scope: 1

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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